A 30-year-old woman (gravida 0) visited our hospital with a complaint of right lower abdominal pain. Transvaginal ultrasonography revealed a 5-cm swollen right ovary, which was suspected to be a mature cystic teratoma. Pelvic examination revealed moderate pain. Contrast-enhanced computed tomography showed a 44-mm cystic mass containing fat and calcified material in the right pelvis. Since torsion was suspected, emergent laparoscopic surgery was performed. Intraoperative findings were a swollen right ovary without torsion or congestion. Two small pedunculated 1-and 2-cm diameter paratubal cysts that grew from almost the same place of the ampulla of the right fallopian tube were observed. The thin stalk of the 1-cm paratubal cyst was entangled around the stalk of the 2-cm paratubal cyst, with its head congested. Through a small abdominal laparoscopic incision, the tumor of the right ovary and the two paratubal cysts were excised. Histopathological examination revealed that the right ovarian tumor was a mature cystic teratoma, and the two paratubal cysts had no malignancy. This case showed that only a 2-cm tumor with congestion caused the acute abdomen.
Introduction
A paratubal cyst is a benign cystic lesion typically located adjacent to a fallopian tube: 76% of cases are paramesonephric (Mullerian), whereas 24% are methothelial [1] . When the adjacent organ is an ovary, the cyst is also called a paraovarian cyst. When the size is large, a paratubal cyst may cause acute abdomen due to torsion to the ovary. Adnexal torsion of a cyst as small as 2 cm has not been reported before. We report a case in which a 1-cm pedunculated paratubal cyst twined around the neighboring 2-cm pedunculated paratubal cyst that was congested, thereby causing acute abdomen.
Case Presentation
A 30-year-old woman, gravida 0, visited our hospital because of right lower abdominal pain. She had no medical history. She had taken oral contraceptives, and her last withdrawal bleeding started 18 days prior. She reported that the abdominal pain had a gradual onset, and her pain severity alternated between severe and mild. The strongest pain intensity experienced was graded as 8 using the numerical rating scale. Transvaginal ultrasonography revealed a 5-cm swollen right ovary, which was suspected to be a mature cystic teratoma, and the absence of ascites at the Douglas' pouch. Pelvic pain examination demonstrated slightly moderate pain for the condition. Contrast-enhanced computed tomography revealed a 44-mm cystic mass containing fat and calcified material in the right pelvis. There was no finding suggestive of torsion, such as irregular thickening of the cyst wall, whirl sign of the right ovarian vein, and deviation of the affected side of the uterus ( Figure 1 ). However, the possibility of torsion could not be ruled out; thus, an emergent laparoscopic surgery was performed. Intraoperative findings showed a swollen right ovary, but without torsion or congestion. Two small pedunculated 1-and 2-cm diameter paratubal cysts that grew from almost the same place of the ampulla of the right fallopian tube were observed. The thin stalk of the 1-cm paratubal cyst was entangled around the stalk of the 2-cm paratubal cyst, with its head congested, thereby causing the pain (Figures 2 and 3) . Through a small abdominal laparoscopic incision, the tumor of the right ovary and the two paratubal cysts were excised (Figure 4) . The right ovarian tumor contained fat and hair, and histopathological examination showed that the cyst was a mature cystic teratoma, which was lined with keratinized stratified squamous epithelium and skin appendages, but without an immature component or malignancy. The two paratubal cysts were not malignant.
Discussion
In a report analyzing 143 cases of adnexal torsion, 84.6% were benign ovarian cysts and paratubal (paraovarian) cysts accounted for 1.4% of cases [2] . Paratubal cysts sometimes twist alone [3] [4] [5] [6] [7] [8] . However, in many reports, they were found to twist and involve the adjacent fallopian tube and ovary or the cyst may twine around them [7, [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] . The size of the twisted adnexal tumor was reported to be less than 5 cm, 5-10 cm, and more than 10 cm in 32%, 52%, and 16% of cases, respectively [2] . The most common size of the reported twisted paratubal cysts was 5 cm, but some papers reported a 3-cm or follicle-sized twisted paratubal cyst. In this case, a 1-cm pedunculated paratubal cyst coiled around the stem of the adjacent 2-cm paratubal cyst, which caused congestion, thereby resulting in severe abdominal pain that required emergent operation. Torsion may have been caused by the two paratubal cysts, which were adjacent to each other, and the ipsilateral dermoid cyst, which pushed out the fallopian tube, making the release of the torsion difficult.
There has been no report of torsion of a cyst as small as 2 cm in size. This case showed that only a 2-cm adnexal tumor with congestion caused the acute abdomen. It is impossible to preoperatively diagnose torsion in a patient with a small cyst. If the dermoid cyst of the right ovary did not exist, we would not have performed emergent surgery. The pain would have disappeared over time without the need for operation. If the pain was very severe, laparoscopic surgery may have been performed diagnostically. In women with abdominal pain, preoperative identification of the cause of abdominal pain may be difficult through imaging or internal examination; hence, surgery may be necessary.
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